
 

 

 
 
 
 
 

Consent for Mass HIway  
 
I consent to allow my provider to use the Massachusetts Health Information Highway (Mass 
HIway) to disclose my medical information to other authorized health care organizations. 
 
 
 
____________________________________________________ 
 Printed Name of Patient/Personal Representative/Guardian 
 
 
____________________________________________________ 
 Signature of Patient/Personal Representative/Guardian 
 
 
_________________________ 
 Date 
 


